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Table 1. The baseline clinical and biochemical characteristics
Variable
Group 1
(n¼48)
Group 2
(n¼19)
Group 3
(n¼20) *p Value
Age 60.0  9.2 58.6  8.1 51.3  6.2 0.31
Male sex (%) 68.8 57.9 64.7 0.42
BMI (kg/m2) 27.64.1 28.62.6 24.5  3.2 0.35
DM (%) 27.1 15.8 0 0.33
HT (%) 43.8 57.9 0 0.31
Smoking (%) 50.0 36.9 36.3 0.33
EF (%) 44.2 63.6 65.5 < 0.001
Iron (mg/dL) 82.357.5 66.324.1 82.4  34.2 0.16
TIBC (mg/dL) 318.958.1 296.170.5 290.3  55.4 0.24
Hb (mg/dL) 14.01.8 14.51.7 13.8  1.6 0.31
Total Cholesterol
(mg/dL)
186.453.8 179.426.9 182.4  44.6 0.50
Tryglycerides
(mg/dL)
163.8120.2 163.2132.2 154.6  88.4 0.98
HDL-cholesterol
(mg/dL)
35.5 7.9 45.212.2 44.7  14.4 < 0.01
LDL-cholesterol
(mg/dL)
117.644.4 99.1 17.7 115.4  32.4 <0.05
BMI¼ Body mass index, DM¼ Diabetes mellitus, HT¼ Hypertension, EF¼ Ejection fraction,
TIBC¼ Total iron binding capacity, Hb¼ Hemoglobin *¼ Comparison between Group 1 and
Group 2
Table 2. Plasma hepcidin, hsCRP, Ferritin, Albumin values between the
groups.
Group 1
(n¼48)
Group 2
(n¼19)
Group 3
(n¼ 20) p Value
Hepcidin-25
(ng/ml)
192.5  74.5 296.2  104.5 303.8  92.1 <0. 01*
<0. 01&
hsCRP (mg/L) 5.5  4.8 3.0 1.6 3.1  1.8 <0.05*
<0.05&
Ferritin (mg/
dL)
138.2  61.1 90.7  69.9 84.5  35.8 <0.05*
<0.05&
Albumin
(gm/dL)
3.5  0.3 3.6  0.3 3.7  0.3 0.62*
0.35&
hsCRP¼ High sensitive C-reactive protein *¼ Comparison between Group 1 and Group
2& ¼Comparison between Group 1 and Group 3
Table 3. The comparison of clinical and biochemical characteristics between
cardiac event and event-free group
Variable
Cardiac Event-
Free
Group (N¼38)
Cardiac Event
Group (N¼10) p Value
Age 60.3  9.0 58.7  10.4 0.50
Male sex (%) 71.1 60.0 0.51
BMI (kg/m2) 27.43.1 27.62.5 0.85
DM (%) 26.4 30.8 0.82
HT (%) 42.2 50.0 0.66
Smoking (%) 55.3 30.0 0.16
EF (%) 44.6 44.1 0.90
Hepcidin-25 (ng/ml) 208.3  74.8 140.0  78.7 <0.05
hsCRP (mg/L) 5.43.9 5.7 4.1 0.79
Hb (mg/dL) 14.0  1.9 14.0  1.2 0.98
Iron (mg/dL) 85.1  62.5 73.0  38.1 0.51
Ferritin (mg/dL) 135.1  45.8 141.2  40.1 0.88
Total Cholesterol (mg/dL) 178.550.4 215.659.0 0.06
Tryglycerides (mg/dL) 157.5126.3 187.0196.6 0.49
HDL-cholesterol (mg/dL) 34.6 7.7 38.7 8.6 0.15
LDL-cholesterol (mg/dL) 112.141.8 137.9 49.9 0.10
BMI¼ Body mass index, DM¼ Diabetes mellitus, HT¼ Hypertension, EF¼ Ejection fraction
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Objective: Red cell distribution width (RDW), is an independent predictor of
mortality in patients with cardiovascular disease. This study evaluated the relationship
between RDW and Calculation of the Global Registry of Acute Coronary Events
(GRACE) risk score with in-hospital death in patients with unstable angina pectoris
(UAP) and non-ST elevation myocardial infarction (NSTEMI).
Methods: We prospectively enrolled 193 patients with UAP/NSTEMI (mean age
63.612.6 years; 110 men, 83 women) in this study. Admission RDW was measured
and the study population was classiﬁed on the basis of RDW tertiles. A high RDW
was deﬁned as a value in the upper third tertile and a low RDW was deﬁned as in the
lower two tertiles. GRACE risk score was calculated upon ﬁrst arrival to the coronary
care unit and classiﬁed low, medium and high risk tertiles. The patients were followed
for clinical outcomes during the hospital stay.
Results: Higher RDW values were associated with increased in-hospital mortality. In-
hospital mortality rate was 9.5% in the high RDW group versus 0% in the low RDW
group (p¼0.001). There was a signiﬁcant correlation between RDW and GRACE risk
score in terms of in-hospital death (p<0.001), in-hospital death or myocardial infarction
(p<0.001), discharge to 6 month death (p<0.001) and discharge to 6 month death or
myocardial infarction (p<0.001). In multivariate logistic regression analysis, the RDW
(odds ratio: 1.513, 95% conﬁdence interval: 1.116-2.051, p¼0.008), female gender and
left ventricular ejection fractionwere found to be independent predictors of highGRACELS C25
Table 2
GRACE
Low RDW
(n¼ 129)
High RDW
(n¼64) P
Inhospital mortality 0.013
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Srisk score. In receiver–operating characteristic curve analysis, the RDW value >15.74
yielded an area under the curve value of 0.87, with 64% sensitivity and 65% speciﬁcity.
Conclusion: Our study results demonstrated that, high RDW was an independent
predictor of high GRACE risk score and it was associated with in-hospital cardio-
vascular mortality in UAP/NSTEMI.Table 1
Low RDW group
(n ¼ 129)
High RDW group
(n ¼ 64) P
Age, years 62.6  12.5 65.8  12.8 0.101
Male sex, n (%) 72 (56) 38 (60) 0.554
Previous MI, n (%) 33 (26) 21 (33) 0.262
Diabetes mellitus, n (%) 38 (30) 21 (33) 0.585
Hypertension, n (%) 78 (61) 45 (71) 0.137
Anemia, n (%) 21 (43) 28 (57) <0.001
Current smoker, n (%) 49 (38) 25 (40) 0.820
LVEF % 53.5  8.1 48.4  9.1 <0.001
UAP, n (%) 39 (30) 15 (24) 0.353
NSTEMI, n (%) 89 (69) 48 (76) 0.300
Hemoglobine, g/dl 13.8  1.6 12.6  2.0 <0.001
Hemotocrite % 39.9  4.3 37.3  5.4 0.001
Creatinine mg/dl 0.86  0.4 1.3  1.5 0.022
ASA, n (%) 129 (100) 62 (98) 0.151
Clopidogrel, n (%) 116 (90) 60 (95) 0.420
Beta-blocker, n (%) 127 (98) 62 (98) 0.985
ACEI/ARB, n (%) 124 (96) 53 (84) 0.040
Statins, n (%) 127 (98) 61 (97) 0.459
Baseline Characteristics and Laboratory Findings of the Study Patients
GRACE risk group
Low, n (%) 36 (27.9) 9 (14.5)
Medium, n (%) 50 (38.8) 19 (30.6)
High, n (%) 43 (33.3) 34 (54.8)
Discharge to 6 month mortality 0.045
Low, n (%) 45 (34.9) 13 (20.6)
Medium, n (%) 30 (23.3) 12 (19)
High, n (%) 54 (41.9) 38 (60.3)
GRACE risk scores
Inhospital death, score 124.833.6 148.946.3 <0.001
Inhospital death or MI, score 162.550.6 203.064.3 <0.001
Admission to 6 month death, score 101.428.8 119.937.4 <0.001
Admission to 6 month death or MI,
score
139.240.0 168.851.1 <0.001
Correlations between RDW and GRACE risk groups and GRACE risk score
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Aim: Atrioventricular conduction blocks (AVCB) may occur after inferior wall ST
elevation myocardial infarctions (I-STEMI). AVCB development increases mortality
and morbidity rates. In this study, we aimed to evaluate the importance of clinical
(GRACE) and angiographical (SYNTAX) scores in prediction of AVCB
development.
Methods: 339 patients admitted to our center with I-STEMI between August 2012-
January 2013 were included in the study. The patients with a typical chest pain, having
ST segment elevation of >1mm in 2 inferior leads (DII, DIII, aVF), and elevation in
serum cardiac enzymes (CK-MB and Troponin-I) were deﬁned as I-STEMI. The
patients who had prior myocardial infarction, chronical lung or hepatic pathologies,
with a history of cerebrovascular events and renal failure (cretinine >2.5 mg/dl) were
not accepted in the study. Blood samples were obtained from laboratory results of the
ﬁrst reference period. All the patients were followed by 72 hours period admitted to
our center with event recorder monitors. GRACE scores (GS) of the patients were
calculated when they ﬁrst admitted to the emergency service. SYNTAX score values
were calculated with a computer programme (www.syntaxscore.com) according to the
patients angiographic ﬁndings. The characteristics of AVCB patients were evaluated
with statistical analysis.
Findings: The patients’mean age was 64.212.1 and 260 of them were male. Patients
with AVCB were older, and their heart rate and blood pressure means were lower at
admission. Furthermore, creatinine levels, troponin index (troponin-ı / body surface
area), SS and GS means were higher in AVCB patients. Complications and mortality
rates were higher in AVCB patients (Table 1). Permanenet pacemaker implantation
were performed on eleven patients during our study. According to the ROC and
logistic regression analysis, it was determined that GS predicted AVCB
development better than SS (Figure 1 and Table 2).
Results: High degree of AVCB development after I-STEMI is nearly %15 of all cases.
Event recorder monitoring is the best method to follow the I-STEMI patients in
intensive care units. GS, one of the clinical scoring systems, predicts AVCB devel-
opment better than SS, which is an angiographic scoring system. GS calculation might
be useful in terms of prognasis after I-STEMI.ol 62/18/Suppl C j October 26–29, 2013 j TSC Abstracts/ORALS
